The standard management of Group II patients in our clinic has been early fusion of the knee, at or around the age of two years, as recommended by King (1969) to create a solid straight tibiofemoral lever, with either an ankle disarticulation done at the same time or preservation ofthe foot to retain the option ofa Van Nes rotationplasty.
In all these cases except one, fusion resulted in much earlier prosthetic fitting with subsequent improvement in the hip flexion contracture to a significant degree by the effect of the leverage on the long tibiofemoral segment.
The exception was a case where knee fusion was carried out at the age of eight years in a boy who had (Table II) . 
Operation

Number
Knee arthrodesis 23 (Table III) . Twenty-one patients from Group II were treated by tibia! rotation-plasty. This allowed fitting of the limb with a Van Nes prosthesis using the patient's foot to power the below-knee portion of the prosthesis.
The rotation-plasty was performed through the shaft of the tibia using a compression plate fixation in most cases in the older children and an intramedullary pin in the younger children. In two cases full rotation was not attempted as the maximal range of movement for flexion-extension of the foot on the tibia was through combined movement of the ankle and subtalar joints (Figs 22 and 23) . In all other cases full rotation of the ankle and foot through 180 degrees was attempted to allow the anklejoint to function as a knee with the foot in a reversed position. 
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